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IMPLICATIONS ANDIn recent years, the demand for evidence-based teen pregnancy prevention programs has
increased, but practitioners often struggle to replicate and implement them as designed in real-
world community settings. The purpose of this article is to describe the barriers and facilitators
encountered during pilot year attempts to implement an evidence-based teen pregnancy pre-
vention program within three types of organizations: (1) small community-based organizations;
(2) a school-based organization; and (3) a large decentralized city-sponsored summer youth
program.We frame our discussion of these experienceswithin the context of a systemic,multilevel
framework for implementation consisting of (1) core implementation components; (2) organiza-
tional components; and (3) external factors. This article explores the organizational and external
implementation factors we experienced during the implementation process, describes our lessons
learned throughout this process, and offers strategies for other practitioners to proactively address
these factors from the start of program planning. These ﬁndings may provide useful insight for
other organizations looking to implement multi-session, group-level interventions with ﬁdelity.
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This paper describes les-
sons learned during pilot
implementation of an evi-
dence-based teen preg-
nancy prevention program
within threedifferent types
of organizations. It de-
scribes organizational and
external barriers and facil-
itators, and provides prac-
tical recommendations.
These ﬁndings may be
useful for organizations
that want to implement
multi-session, group-level
interventions with ﬁdelity.Teen pregnancy and childbearing can have immediate and
long-lasting consequences for the young parent, their child, and
society at large: teen mothers are much less likely to obtain a
high school diploma [1]; children of teen mothers are at
increased risk of behavioral problems, dropping out of high
school, incarceration during adolescence, and becoming teenparents themselves [1]. In 2008, the national public cost of teen
childbearing was estimated at $10.9 billion [2].
To help address this issue, in 2010, the Ofﬁce of Adolescent
Health (OAH) began to provide organizations with funding to
implementandrigorouslyevaluateevidence-based teenpregnancy
prevention (TPP) programs [3]. However, programs that havecent Health, U.S. Department of Health
egory, L.M.S.W., The Policy & Research
70118.
arch.com (A. Gregory).
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participant outcomes if they are not implemented as intended [4].
Quality implementation of evidence-based programs (EBPs) is
essential not only to provide the greatest beneﬁt to participants but
also to ensure that limited public resources are maximized, and
evaluation ﬁndings accurately inform policy, research, and pro-
gramming decisions [5].
Replication and implementation of EBPs in the real-world
context of community-based settings can be challenging [6].
As community providers have worked to implement EBPs with
ﬁdelity, a body of literature has developed around the study
of the “translation” of research into practice and the role of
implementation as potentially the “missing link” between the
two [7]. In their meta-analysis of 500 implementation studies,
Duklak and Dupre [7] ﬁnd support for their hypothesis that
effective implementation is associated with better outcomes.
Implementation science outlines many models, theories, and
frameworks of implementation; thesemodels have progressively
become multilevel systemic frameworks of factors that impact
implementation [8]. In their seminal synthesis of implementa-
tion studies, Fixsen et al. [9] suggest that there are three levels of
implementation (Figure 1): core implementation components,
organizational components, and external factors. Core imple-
mentation components are key implementation drivers that
support high-ﬁdelity behaviors of program providers/staff such
as training, coaching, and ﬁdelity monitoring. Organizational
components ensure the availability and integrity of core imple-
mentation components and include staff selection, administra-
tive support, and program evaluation. External factors refer to
the social, political, and economic context in which an organi-
zation works to implement a program, such as federal and state
laws, local ordinances, funding priorities, and community re-
sources. Fixsen et al. [9] contend that all three levels are inter-
related and that “sustainable high ﬁdelity practices best will be
achieved when strong core implementation components are
well-supported by strong organizational structures and cultures
in an enabling mix of external inﬂuences” (p. 59).
Although core implementation components have been clearly
articulated [10], Fixsen et al. [9] state in their summary of areas
for future implementation research that “research related to
organizational and socio-political factors that directly inﬂuence
implementation efforts can help deﬁne hospitable practices and
environments in which the probability of successful imple-
mentation and sustainability is increased” (p. 75). Rosenheck [11]Figure 1. Multilevel inﬂuences on successful implementation [9].views the “organizational process as a largely unaddressed barrier
and as a potential bridge between research and practice” (p.1607).
Fixsen et al. [9] further contend that there is limited information
available about practical approaches to working within the orga-
nizational and external implementation levels, and “[t]hus, orga-
nizational and systems intervention strategies and skills represent
a critical research and practice area for national implementation of
successful practices and programs” (p. 66).
Although numerous impact studies of TPP EBPs exist [12],
there are fewer implementation studies [13]. Some researchers
have provided tools, models, or strategies for improving TPP EBP
implementation [13e17]. One such tool, Promoting Science-Based
Approaches to Teen Pregnancy Prevention Using Getting to Out-
comes (PSBA-GTO), was speciﬁcally developed for the imple-
mentation of evidence-based TPP programs and outlines a 10-step
process for program planning, implementation, and evaluation:
(1) needs and resource assessment; (2) goal and objective setting;
(3) identiﬁcation of best practices; (4) assessing ﬁt; (5) assessing
capacity and readiness; (6) programplanning; (7) implementation
and process evaluation; (8) outcome evaluation; (9) continuous
quality improvement; and (10) sustainability [17].
Other researchers have articulated speciﬁc challenges in
implementing TPP EBPs with ﬁdelity. In keeping with the lan-
guage of the Fixsen et al. model [9], researchers describe chal-
lengeswith core implementation components, such as inadequate
staff training [18,19]; organizational components, such as staff
turnover [19,20], lack of staff buy-in [18], lack of resources [17,19],
lack of general organizational capacity [21], an absence of
accountability within community partnerships [22], and concern
that sex education programming will impact an organizations’
ability to secure funding [19,20]; and external factors, such as low
parental involvement [23] and community opinions against
comprehensive sex education for adolescents [18e20].Program background
In2010, theLouisianaPublicHealth Institute (LPHI) receiveda5-
year grant from OAH to replicate and rigorously evaluate the
effectiveness of Becoming a Responsible Teen (BART), an evidence-
based sexual education curriculum. The Policy & Research Group
(PRG), an independent research ﬁrm, was contracted by LPHI to
conduct the rigorous evaluation.
BART is a group-level behavioral skills training sexual educa-
tion intervention that aims to reduceHIV risk for African-American
adolescents [24]. Implementation ﬁdelity requirements for BART
mandate that the intervention be delivered to youth 14e18 years
of age in small gender-speciﬁc groups of between5 and15persons.
BART is intended to be delivered in eight 2-hour sessions over the
course of 8 weeks; each session should be facilitated by a team of
twohealth educators, onemale and one female [25]. LPHI renamed
the program for their implementation setting to 4Real Health.
Organizational structure. During the grant proposal-writing
process, LPHI formed partnerships with three different types of
organizations to implement the program: (1) two small
community-based organizations (CBOs); (2) a school-based CBO;
and (3) a large decentralized city-sponsored summer youth
program. Based on the information that was available about the
program at that time, leadership of these four organizations felt
conﬁdent that they could meet implementation requirements. In
the planning and pilot year, LPHI’s initial model (Figure 2) was to
Figure 2. Initial 4Real Health organizational structure.
1 To meet evaluation requirements, a minimum of 40 youth must be enrolled
at each implementation site.
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implement 4Real Health. Each organizationwould be responsible
for hiring and managing their own health education staff, coor-
dinating program implementation sites, and recruiting and
enrolling a target number of program participants from the
population of adolescents they currently served. Each partner
organization’s staff would receive training in the curriculum and
other relevant professional development trainings from another
outside LPHI-contracted community partner, who would also be
responsible for ﬁdelity monitoring. PRG would oversee the
implementation of the rigorous outcome evaluation processes
and provide ongoing formative feedback to both LPHI and its
implementation partner organizations. All 4Real Health partner
organizations and their program implementation activities
would be overseen and facilitated by LPHI.
Core implementation requirements. Implementing BART with
ﬁdelity is essential to replicating positive results on participants’
knowledge, attitudes, skills, self-efﬁcacy, intentions, and behav-
iors [25]. Because the purpose of the funding is to replicate
evidence-based curricula with ﬁdelity, each partner organization
needed the ability and experience to work with youth 14e18
years of age in the community and implement 4Real Health
within the parameters dictated by the BART program developers
and OAH. After being funded by OAH, LPHI and PRG embarked on
a planning process with OAH to concretely deﬁne BART’s
implementation requirements, such as program setting, class
size, facilitator to participant ratios, and dosage. It was at this
time that potential adaptations were proposed, and OAH pro-
vided guidance on if they would or would not threaten program
ﬁdelity. As a result of this process, community implementation
partner organizations had to meet the following key imple-
mentation requirements:
 Time and ﬂexibility within their current programming re-
quirements to host eight 2-hour sessions over an 8-week
period.
 Adequate facilities to host the program (i.e., access to two to
four separate and private classrooms that could accommodate
up to 15 youth).
 Comfortable seating, desks, and a TV/DVD player in each
classroom.
 Ability to hire at least two health education staff, one male and
one female, to co-facilitate intervention sessions. Organizational latitude to deliver all aspects of the curriculum
without programmatic limitations imposed by organizational
policy or statute.
 Each class must be gender separated and have at least ﬁve and
no more than 15 participants.1
The implementation requirements were met with varying
levels of success by each type of partner organization. Ultimately,
the large city-sponsored program was able to successfully
implement 4Real Health during the pilot year, but the two small
CBOs and school-based CBO were not.
Purpose and implications. Now in the second year of 4Real
Health’s full implementation, LPHI and PRG staff, authors of this
article, reﬂect upon and assess the barriers and facilitators
encountered during the pilot year. We share our attempts to
implement within the three different settings and describe les-
sons learned throughout this process. The purpose of this article
is to explore the organizational and external implementation
factors we experienced during the planning and pilot year and
offer strategies for other practitioners to proactively address
these factors from the start of program planning.
Methods
The lessons learned presented in this article were identiﬁed
through a standardized implementation assessment process.
During the planning and pilot phase, PRG and LPHI staff utilized a
structured document to identify implementation issues, poten-
tial recommendations to address each concern, and resolution
strategies and due dates on an ongoing basis. Findings described
in this article result from the authors’ review of these and other
formative project-related documents, including questionnaires
administered to leaders of all three types of partner organiza-
tions; notes documenting the content of planning meetings and
calls among LPHI, PRG, and partner organizations; OAH-required
progress reports written by LPHI’s project manager; and other
planning documents.
Additionally, PRG staff conducted informal interviews with
LPHI’s 4Real Health project director and two project managers.
These interviews included open-ended questions about the di-
rector and managers’ perceptions of barriers and facilitators
experienced during program planning and piloting. Topics
addressed included the beneﬁts and barriers of partnership with
different types of organizations, reasons why speciﬁc partner-
ships were successful or discontinued, and the external factors
that acted as barriers to successful implementation. Finally, the
director and managers were asked about suggestions and rec-
ommendations they would offer other organizations who were
attempting to administer community-based TPP programs.
Our review of this informationwas guided by four exploratory
themes:
1. What organizational component barriers were experienced in
implementing this EBP?
2. What organizational components facilitated the imple-
mentation of this EBP?
3. What external factors impacted the implementation of this
EBP?
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tional and external barriers and facilitators experienced dur-
ing the implementation of this EBP?
With these four questions serving to guide the investigative
focus, the authors reviewed the data sources outlined above to
identify emergent themes and interpret the data relevant to the
questions.
Findings
Small community-based organizations
Organizational component facilitators. LPHI’s partnerships with
the two small CBOs were appealing on multiple levels. These
organizations had strong ties to the target population and were
extremely motivated to implement TPP programs within the
community. Their leaders recognized the need for this type of
programming, were already familiar with BART or similar
curricula, and had previously provided TPP programming. Thus,
LPHI anticipated that the smaller CBOs could successfully
implement because they had a population of youth they
currently served, experience with sensitive topics, and existing
parental buy-in.
Organizational component barriers. Despite their enthusiasm, it
became evident during the planning and pilot year that the CBOs
did not have the administrative capacity to meet 4Real Health’s
structured implementation requirements. One limitation was
their lack of adequate facilities. They were accustomed to
meeting with program participants informally in various com-
munity sites; however, implementing 4Real Health required a
consistent space with two to four separate, private classrooms,
which was not possible for them to obtain. In addition, each
organization consisted of single leaders, who were not always
able to attend 4Real Health planning meetings due to other ob-
ligations, such as part-time jobs, and the CBOs did not have
sufﬁcient administrative staff to coordinate with LPHI on the
project. A third limitation was their inability to hire and super-
vise qualiﬁed health educators. In the past, the CBOs had relied
upon the organizational leader and part-time assistants to pro-
vide programming; they did not have a formal administrative
structure or ofﬁce space that allowed them to house additional
educators. Finally, they could not consistently recruit the planned
numbers of participants required to conduct the program.
External factors. Although barriers were primarily organizational
in nature, some external issues existed as well. For proposed
after-school implementations, 4Real Health had to compete with
other after-school activities, and participants were less likely to
attend all eight sessions. Transportation home from the after-
school sessions was also a barrier, especially in a community
with limited public transportation. Without the needed organi-
zational capacity, it was impossible for these CBOs to implement
4Real Health; therefore, LPHI discontinued these partnerships
during the planning and pilot year.
School-based CBO
Organizational component facilitators. LPHI’s partnership with
the larger, school-based CBO appeared to be amore promising ﬁt.
This organization was able to reach and recruit the targetpopulation due to its strong school afﬁliations, was motivated to
implement the program, and had greater administrative and
organizational capacity than the two smaller CBOs. Before part-
nering with LPHI, this organization had been operating programs
for pregnant teens in several local high schools and was very
committed to playing a greater role to prevent teen pregnancies.
The CBO was an established afﬁliate of a national organization
and therefore had existing ofﬁces with full-time support staff
and the administrative ability to contract with LPHI and hire new
staff to implement 4Real Health.
Organizational component barriers. As this organization tried to
implement 4Real Health within the schools where they worked,
they confronted several logistical barriers in meeting imple-
mentation requirements. None of the schools’ class time length
was long enough to provide each 2-hour intervention session.
Additionally, the class size (number of students) and gender-
separation requirements were logistical barriers. Although the
school administrators were interested in having the CBO provide
4Real Health to their students, there did not appear to be an easy
way to ﬁt the program into their existing school-day schedule
and structure.
External factors. Even with the aforementioned barriers, schools
seemed to be the most likely setting for implementation of 4Real
Health because they had access to the target population and
were motivated to provide TPP programming. However, there
was a conﬂict between the state education law related to in-
struction in sex education and requirements of the BART pro-
gram. The law states that contraceptive drugs, devices, or similar
products cannot be distributed at any public school and also
prohibits students from being surveyed about their personal
beliefs or practices in sex [26]. This was in direct conﬂict with
several of BART’s intervention activities (i.e., condomdistribution
for a skill-building activity and personal use) and with OAH’s
requirement that all grantees collect performancemeasures from
every program participant concerning their past and intended
future sexual behaviors. Further, the law requires all sex educa-
tion instructors be selected by the public local or parish school
board and that sex education curricula materials be approved by
both the school board and a parental review committee. Ulti-
mately, these barriers resulted in the discontinuation of LPHI’s
partnership with this organization as well.
Large decentralized summer youth program
Organizational component facilitators. The best organizational ﬁt
to implement 4Real Health was achieved through LPHI’s part-
nership with a large city-sponsored summer youth employment
program. Long-running and established, the city program easily
recruits and “hires” several thousand youth 13e21 years of age
each summer and places them with participating community
and civic organizations throughout the city for employment.
Implementing 4Real Health within these employment settings
required LPHI to create formal partnerships not only with the
larger administrative entity through which the youth apply to
the employment programdthe city, but also with several of the
individual community partner organizations where the youth
are placed by the city for the summerdthe work sites. Adequate
administrative capacity at both the city and work site levels
was essential for implementation to succeed. LPHI ﬁrst worked
with the city administrators to identify organizations that had
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quirements and then worked directly with the work site orga-
nizations to determine whether and how they could meet the
requirements. The ﬁnal and current 4Real Health organizational
structure is shown in Figure 3.
Organizational component challenges. Even in this successful
implementation structure, challenges still exist, and signiﬁcant
facilitative administrative support from both LPHI and PRG staff
is required to make this multilevel partnership work. The work
site organizations essentially act as a venue for 4Real Health
programming; work sites are not responsible for 4Real Health
stafﬁng, training, or evaluation activities, but site administrators
must still be willing to work with LPHI and PRG to meet 4Real
Health’s structural and logistical implementation requirements.
This requires many meetings with work site administrators to
ﬁrst determine whether they are willing and logistically capable
of acting as an implementation site. Achieving these partner-
ships takes much coordination, relationship building, and plan-
ning to ensure that the sites understand what is required of
them. Conversely, LPHI and PRG also recognize that 4Real Health
is just one component (2 hours 1 day a week) of these sites’
varied summer program activities. Evenwith the best intentions,
the work site administrators do not necessarily have the time to
devote to ensuring theymeet all requirements. 4Real Health staff
must be organized, accommodating, and ﬂexible in order tomeet
the needs of the sites and implement 4Real Health with ﬁdelity.
One approach LPHI and PRG used to accomplish this was to
conduct a presentation for work site staff members to provide an
overview of the program, evaluation, and site-level participation
requirements in an effort to encourage open communication and
foster support from work site staff. Another strategy used to
facilitate the implementation process at these sites was distrib-
uting a work site expectations checklist (Table 1) to site
administrators. This document was developed by PRG and LPHI
to clearly and succinctly outline the implementation require-
ments and other necessities to become a 4Real Health partner.
PRG and LPHI staff also conducted several site visits to each
work site prior to implementation to meet with site staff and
administrators to discuss program plans, ensure that they could
meet the checklist requirements, and address any potential
barriers to implementation.Figure 3. Final 4Real HealthExternal factors. Summer implementation removes any potential
competition with school-year activities and programs. The
employment program provides youth with a daily structured
work-like environment, in which they participate in social,
educational, and skill-building activities. Because the summer
program has a large youth development component, the city
viewed the 4Real Health curriculum as very complementary to
their other programming. Further, the city provides all summer
employment program participants, including those that choose
to enroll in 4Real Health, with a weekly $100 stipend, which
encourages participant recruitment and retention.
Discussion
LPHI approached several types of organizations to implement
4Real Health and, as a result, learned that each type had varying
levels of capacity to meet the BART curriculum’s implementation
requirements, as listed in Table 2. Consistent with earlier studies
[19,21,27], implementation efforts with the small CBOs were
unsuccessful because these organizations lacked general capacity
and did not have basic administrative systems and infrastructure
needed to support core implementation components required to
implement BART. The school-based CBO partnership failed in part
due to logistical restrictions imposed by the school-day structure
(class size, class length, room availability), but more importantly,
because state policies were at odds with LPHI’s mandate to
replicate BART with ﬁdelity and collect speciﬁc data from par-
ticipants. This external factor signiﬁcantly impacted the organi-
zation’s ability to implement 4Real Health and proved to be a
major lesson learned.
The large city youth employment program continues to pro-
vide the best partnership model for sustained implementation of
4Real Health because itﬁtswellwithin the city program’s existing
structure and programming. This unique multilevel partnership
offers the beneﬁts of an established programwith adequate city-
and work site-level administrative capacities that can enroll and
retain large numbers of the target population, provides built-in
incentives for participant recruitment and retention, and does
not have the policy restrictions associated with school settings.
However, this structure requires intensive planning and ongoing
communicationwith city and work site partners to be successful;
presentations are used to garner buy-in among work siteorganizational structure.
Table 1
Work site expectations checklist of essential 4Real Health site requirements
Checklist item Item description
Site must have the capacity to host at least 40
youth during the summer
At least 40 youth from the site must be enrolled in 4Real Health
Fully functional site A/C working, restrooms, desks, chairs, etc.
Site able to host youth workers for at least
8 weeks during summer months
4Real Health staff must be allowed to conduct programming at the site at least 1 day a week for 8 consecutive
weeks
Two separate classrooms available speciﬁcally
for the program
The classrooms (or any room that can accommodate the program session) must be separate from each other so
that youth in one room are not able to see/hear youth in the other room andmust be able to close the door to
avoid distraction
One additional room for youth not enrolled in
the program (if applicable)
At least one other classroom or ofﬁce area should be available for any youth not enrolled in the program or
youth must be able to continue on with their regular job duties, while 4Real Health-enrolled youth
participate in the program
Desks/tables and chairs One chair and one desk or ample table space to comfortably accommodate at least 15 youth in each classroom
(for taking questionnaires and doing program activities)
TV and DVD player At least one classroom must have a working TV and DVD player available as one program session of BART
requires that a DVD is shown to participants
Work site staff person (supervisor or other) to
act as primary liaison with 4Real Health staff
Work site must designate one person to work with 4Real Health staff who will be familiar with the program
structure, activities, and needs prior to start of program and available during implementation to helpmanage
any issues that arise
No ﬁeld trips on program days No ﬁeld trips or competing activities for the 4Real Health youth should be scheduled on program days.
A schedule for any ﬁeld trips, guest speakers, or other activities should be submitted to 4Real Health staff
before the class scheduling process begins
Site contact information Contact information, including work phone, cell phone, and e-mail for all site supervisors and teachers must be
made available to 4Real Health staff
Fax machine Fax should be working and available for 4Real Health program staff to send attendance sheets to main ofﬁces
Site assessment and staff orientation visits
(one mandatory; two preferred)
4Real Health staff will conduct site visits with interested sites during planning process to ensure the above
criteria can bemet and provide an orientation session to site staff about planned program activities. Site staff
(supervisors, teachers, etc.) should be available to participate in the orientation session
BART ¼ Becoming a Responsible Teen.
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implementation requirements to potential work site partners,
and multiple site visits are employed to ensure that sites are
meeting expectations and to address any barriers that arise.
In hindsight, our primary lesson learned is that undertaking a
structured assessment process prior to the implementation of
the pilot that includes a detailed preliminary assessment of
BART’s implementation requirements, the organizational ca-
pacity of each partner, and any relevant external factors would
have allowed for an earlier re-alignment of implementation
strategy. This re-alignment could have involved a change in
program to better ﬁt the partners’ capacity or a change in part-
ners to better match the TPP program’s requirements. These
preliminary planning steps correspond to the ﬁrst two phases
of the four-step protocol for implementing EBPs proposed by
Tomioka and Braun: (1) deconstruct the EBP into its components
and requirements and prepare an implementation plan; (2)
identify agencies ready to replicate the program; (3) monitor the
ﬁdelity; and (4) track participant outcomes [28].
Although a more thorough and earlier assessment would
most certainly have helped to alleviate some of the imple-
mentation issues experienced with the small and school-based
CBOs, it is important to note here that LPHI’s partnerships with
all four organizations were formed during the rapid OAH grant
proposal-writing process. As other organizations may experi-
ence, during the planning and pilot year, LPHI and its partners
identiﬁed additional implementation and evaluation require-
ments that were only set or developed after the project had been
funded. Similar to many grant-funded projects, the expectations
articulated for these CBOs when the partnerships were formed
and the program and evaluationwere designed (during the grant
proposal-writing process) changed and increased as the project
began to get underway. Our experiences have led us to conclude
that although it is extremely important to conduct thoroughprogram planning and assessment at the core, organizational,
and external levels, some challenges will be unforeseen; when
they arise, it is essential to remain ﬂexible and willing to change
course to address them.
Recommendations
We have several recommendations as a result of our imple-
mentation experiences with these three different types of orga-
nizations that may help other programmers avoid the same
issues we encountered. Before implementing an EBP, it is
essential to assess potential barriers and facilitators that exist at
each implementation level (core implementation components,
organizational components, and external factors) and examine
how these factors could enable or hinder implementation. There
are several existing tools that can help lead an organization
through this process [17,29,30]; the 10-step PSBA-GTO [17] was
developed speciﬁcally for implementing EBP TPP programs, and
a number of case studies exist to help TPP programs learn from
others who have used the tool [21,31].
After assessing the needs and characteristics of the popula-
tion being served and identifying an appropriate EBP, planners
should fully research and understand the core intervention and
implementation components that must be in place to meet ﬁ-
delity requirements. Understanding these core requirements
sets the stage for identifying the essential organizational com-
ponents needed in program partners to achieve quality, sus-
tainable program implementation. As noted by other researchers
[21,27,28], at the organizational level, it is important to ensure
that both the lead organization and all partner organizations
implementing the program have, or can build, adequate
administrative and logistical capacity and infrastructure to
support the core implementation activities. Elliot and Mihalic
[27] noted in their implementation research on the Blueprints
Table 2
Summary of organizational and external factors experienced at each type of 4Real Health organization
Organization type Organizational component facilitators Organizational component barriers External facilitators and barriers
Small CBOs  Access to target population through
existing programs
 Lack of administrative infrastructure  Barrier: competition with other after-
school activities
 Engaged and motivated to imple-
ment TPP programs
 Lack of administrative capacity to hire and
supervise program staff
 Barrier: limited public transportation
for youth to get home after program
 Prior TPP program implementation
experience
 Lack of consistent access to facilities/classroom
space to implement program
 Unable to recruit target number of participants
to enroll in program
School-based CBO  Access to target population through
partner schools
 Logistical restrictions imposed by school-day
schedule and class structure (class time
length, class size, need for gender-separate
groups)
 Barrier: state education law related to
sex education instruction in direct
conﬂict with several core 4Real Health
program activities
 Engaged and motivated to imple-
ment TPP programs
 Established national organization  Barrier: state law prohibits collection
of OAH-required data from students
about personal beliefs or practices
related to sex
 Administrative infrastructure and ca-
pacity to hire and supervise program
staff
 Barrier: state law requires sex educa-
tion instructors and curricula to be
approved by school board and parental
review committee
Large decentralized
summer youth
program
 Access to large numbers of target
population through existing summer
youth employment program
 Ongoing long-term process to identify summer
work site organizations that are motivated and
logistically capable of meeting 4Real Health’s
implementation requirements
 Facilitator: summer implementation
removes competition with school-year
activities and programs
 Facilitator: city views curricula as
complementary to other youth devel-
opment programming
 Work sites do not always meet all logistical
program requirements
 Facilitator: city provides all summer
employment program participants
with weekly $100 stipend
 Established city-sponsored program
 Administrative infrastructure and ca-
pacity at both city andwork site levels
 City and work sites engaged and
motivated to implement TPP
programs
 Ongoing communication and strong
partnerships with city and work site
organizations
CBO ¼ community-based organization; OAH ¼ Ofﬁce of Adolescent Health; TPP ¼ teen pregnancy prevention.
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that most sites are initially unprepared to implement and
sustain programs with ﬁdelity presents a major obstacle to
taking model programs to scale. Some commitment to devel-
oping site capacity must become a routine part of any imple-
mentation initiative and the expected time frame for
successfully implementing programs must be extended to allow
for developing site readiness” (p. 48). Practical tools that pro-
gram planners might ﬁnd useful in conducting these organiza-
tional assessments include Chapter Five of the PSBA-GTO [29];
the Center for Healthy Aging’s Self-Assessing Readiness for
Implementing Evidence-Based Health Promotion and Self-Man-
agement tool [30]; and, the Capacities Tool speciﬁed in the Getting
to Outcomes 2004: Promoting Accountability Through Methods and
Tools for Planning, Implementation, and Evaluation manual
developed by RAND [29].
Another critical organizational consideration is to ensure that
all potential partners fully understand what is expected of them
prior to implementation. Developing a clear and concise check-
list is a useful way to help clarify these requirements. Lead or-
ganizations should have frequent and open communications
with implementation partners about program requirements and
capacity needs; multiple site visits prior to implementation will
help to ensure sites are adhering to requirements and serve as a
good way to identify and address barriers as they arise. Memo-
randa of Understanding are another effective method to clearly
spell out and enforce these expectations. A lead organization
should monitor adherence to the Memoranda of Understandingand change or discontinue partnerships if it becomes clear that a
partner lacks the organizational components necessary, or if
external factors make it impossible, to implement with ﬁdelity.
Alternatively, if a partnership is ﬁxed or integral to the project, a
change in EBP should be considered.
The key partner organization characteristics that we found
helped to facilitate 4Real Health’s implementation are (1) strong
administrative motivation and support to implement TPP pro-
gramming; (2) ability to reach and recruit large numbers of the
target population; (3) established programming in which you
can integrate your TPP program; (4) incentives to help motivate
youth participation in the program; (5) logistical capacity to
implement (classrooms, chairs/tables, program time, etc.); and
(6) administrative capacity to implement (stafﬁng, ofﬁce space,
oversight, etc.). As we learned, it is also important to assess the
political environment inwhich the programwill be implemented
to identify any external factors, such as agency regulations or
local/state laws that can impact implementation.
Taking the time to identify EBP implementation require-
ments, assess organizational “ﬁt” both when identifying imple-
mentation partners and on an ongoing basis, and uncover
potential external factors at play can be well worth the effort, as
it will improve the likelihood that a program is executed with
ﬁdelity, and thus increase the likelihood that the hypothesized
participant outcomes will be realized.
Limitations. This is intended to be a lessons learned article that
describes our experiences with implementing an EBP within the
H. Demby et al. / Journal of Adolescent Health 54 (2014) S37eS44S44contextof threedifferent typesoforganizations. Thepurposeof the
article is to reﬂect on and describe our experiences, contribute to
the knowledge base about real-world organizational and external
implementation issues, and provide guidance to practitioners on
practical approaches to prevent or address these issues. Although
we hope that our ﬁndings will provide useful insight to other or-
ganizations intending to implement TPP EBPs, as a singular case
study of our experiences, the ﬁndings are not necessarily gener-
alizable to implementers in other settings. In addition, theﬁndings
presented here are based on input from a narrow group of peo-
pledthe core individuals involved in evaluation andprogramming
at the funded agency. And ﬁnally, because the purpose of our
formative evaluation process was to assess and address perceived
problems rather than identify actual problems, those issues iden-
tiﬁed may be subjectively biased.
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